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thumb impossible. Extension and flexion of forearm greatly weakened. 
Adduction of arm, pronation and supination of forearm very weak. 
Considerable weakness of deltoids, triceps, and chest muscles, also muscles 
about scapula and paralysis of serratus mag’nus. Triceps and biceps tendon 
reflexes absent. Zone of anesthesia corresponds to the level of the second 
intercostal space, is symmetrically limited to ulnar side of the arm 
and forearm, including the middle, ring and little fingers, and is for 
both temperature and tactile senses. Abdomen tense, reflex lost; likewise 
the cremasteric. Incontinence of feces. Condition diagnosed as complete 
severance of cord at level of sixth cervical. Placed on water-bed and trac¬ 
tion to head. In few days bed sores developed and mild cystitis appeared. 
Eighteen days later laminectomy of fifth and sixth cervical performed by 
Dr. Roswell Park. Sixth cervical apparently abnormally loose. Dura 
appeared normal, but contained large amount of cerebrospinal fluid. Re¬ 
mains of old clot found. Cord seemed flattened and shrunken. No con¬ 
striction above or below. Wound closed with buried and superficial drain¬ 
age. On leaving hospital four weeks later the condition was: Can move 
head freely without pain. Area of anesthesia not materially changed. 
Can raise arm over head and flex forearms, but flexors of hand are weak; 
likewise pronation and supination. Can draw right leg as far as left knee; 
extension and flexion of right foot quite strong. Left leg can be drawn 
up to middle of right leg; extension and flexion of foot very weak. Patel¬ 
lar and plantar and Babinski’s reflexes exaggerated; ankle and patellar 
clonus present. Abdominal and cremasteric reflexes still absent. Priapism 
disappeared and can tell when bladder and bowels are going to act, though 
can’t control sphincters. Involuntary contraction of leg muscles and 
spasmodic flexion of legs and feet an annoying symptom. Eight months 
later, patient inclines slightly forward; Romberg present; flexes right leg 
upon thigh and pelvis, but can lift left leg only three inches from floor. 
Can walk with support. Tendency to fall backward. Gait is spastic; 
drags toe of left foot. All motion of arms and shoulders free. Pronation 
and supination of forearms good; likewise extension of wrist. Closes 
right hand fairly well, writes easily and uses telegraph key. Can open and 
close left hand, but without much power. Tendon reflexes of triceps, 
biceps and forearm muscles exaggerated, muscle reflexes heightened. Ab¬ 
dominal and cremasteric reflexes absent. There is still some difference 
of sensation at level of original zone. Temperature and tactile sense of 
left leg normal, but in right leg cannot distinguish between hot and cold. 
Breathing still diaphragmatic. This case is of interest since it shows a 
marked regeneration and recovery of function following a late operation. 

H. C. Cowles (New York). 

The Blood Pressure in Paresis. G. L. Walton (Journal A. M. A., Oct. 
27). 

In order to test the correctness of the general belief that the blood 
pressure in paresis is low, the author has examined 108 male patients with 
this disease in the Massachusetts hospitals for the insane, with special ref¬ 
erence to this point. He used the Riva-Rocci instrument and employed the 
ordinary precautions in making the observations. The average of all the 
observations indicated a high rather than a low pressure, but to eliminate 
the influence of renal and arterial conditions, he separately tabulates the 
results in forty-four cases, without record of renal, cardiac or arterial 
disease, which show a tendency to hypotension rather than to hypertension. 
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The difference in this respect is not considered of very great value for 
diagnosis, the less so since variability rather than high pressure is the 
characteristic of the psychoneurotic. The author gives his conclusions as 
follows: (i) The average blood pressure in paresis, taken as a whole, is 
high. (2) This is doubtless due to the prevalence of atheroma with its 
cardiac and renal accompaniments. (3) The average blood pressure in 
cases of paresis without atheroma, cardiac enlargement or renal disorder, 
is probably somewhat lower than that of health, but the variations are so 
great that it can not be said to be uniformly low. (4) The test is not 
likely to prove of great practical value in the differentiation of paresis 
from other nervous disorders, though here, as elsewhere, it is of great 
value in estimating the circulatory condition of the individual. (5) These 
observations are too few to establish a rule with regard to the blood pres¬ 
sure in varying emotional states. So far as they go, however, they tend 
to show that: (a) The excited states of paresis are as likely to be accom¬ 
panied by high as by low pressure; (b) mental depression is accom¬ 
panied by high oftener than low pressure, but that it is not incompatible 
with low pressure; (c) while the average pressure in euphoria is perhaps 
somewhat lower than in the other mental states of the general paralytic, it 
is not inconsistent with high pressure or with pronounced atheroma with 
its cardiac and renal accompaniments. 

Prognosis of Multiple Sclerosis. O. Maas (Berl. klin. Woch., 44, 7, 

1907)- .. 

The author makes an interesting communication based on the history 
of a patient from Oppenheim’s Poliklinik. A 58-year-old woman had had 
for eighteen years a typical case of multiple sclerosis, which developed 
slowly and progTessively. The process then came to a standstill. She 
became very much better, and although showing unmistakable signs of 
disturbance of the nervous system she has been in this improved condition 
for thirteen years. Jelliffe. 

The Present Status of Brain Surgery. M. A. Starr (Journal A. M. A., 

Sept. 22). 

The author considers that sufficient time has elapsed to enable us to 
estimate the value of brain surgery for the relief of tumors, epilepsy and 
abscess with considerable accuracy. It is only in localized Jacksonian 
epilepsy (about 2 per cent, of all cases), that operation is indicated and 
in only about 20 per cent, of these is it successful. Trephining for epilepsy, 
therefore, is of very limited application and is only to be recommended in 
a few selected cases which present the necessary guide to both physician 
and surgeon. In abscess of the brain, early operation as soon as the con¬ 
dition is diagnosed is imperative, and in cases of skull fracture or con¬ 
cussion followed within two or three weeks by symptoms suggestive of 
abscess, even if there are no localizing symptoms, trephining is imperative. 
There are many regions of the brain, injuries of which are associated with 
no localizing signs. In abscess due to chronic otitis, operation is de¬ 
manded as soon as the diagnosis is made. While statistics show the per¬ 
centage of recoveries after operation for cerebral abscess at present is only 
about 60 per cent., there is every reason to believe that it will be much 
greater when early diagnosis and immediate operation is the rule. In 
brain tumor with positive localizing symptoms, operative interference may 
be warranted, but in the far greater number, without localizing symptoms, 



